There has been a large amount of research done on doctor-patient encounters analysing the linguistic and discursive peculiarities occurring in these interactions. Though many relevant features of medical interviewing are well-known to the scientific public, there are still areas for further investigation. One of these areas is the sequential organisation of the dialogues between patients and doctors. This paper aims to show the pragmatic means that contribute to the efficacy of doctorpatient talk. As a method, the contribution applies the Sociocognitive Approach to Critical Discourse Analysis. The sequential organisation of therapeutic dialogues involves the use of particular speech acts (questions, answers, assessments) that are characteristic of the comforting and confirming procedures of the therapist. The paper intends to analyse the parts of the therapeutic interview (initiation, exploration and termination) to show patientcentredness in interviewing and the sequential organisation of empathy and confirmation with the help of an interview transcript between a doctor and patient after a renal transplant.
Introduction
The interaction between healers and patients has been a focus of interest for as long as people have been sick, which is to say, as long as mankind has existed. In recent times healthcare systems have been changing all over the world, with the appearance of new healthcare specialisms and the expansion of the number of healthcare professionals. In some countries the changes are attributed to a shift to the institutionalisation of medical consumerism (USA, Great Britain), in other countries similar processes can be seen by the spreading of individualism and the democratisation of the doctor-patient relationship (Buda, 1994) resulting in patient-centred communication with clients. The rise of the challenging linguistic disciplines from the 1960s stimulated intensive research on medical encounters to show power inequalities, communicative strategies and the linguistic markers of personal relationships in this context. In particular, Foucault (1969) , Sacks, Schegloff, and Jefferson (1974) , Todd (1983) , Mishler (1984) , ten Have (2002) , as conversational and discourse analysts highlighted the mutual connections between language and behaviour during consultation. In relation to the study carried out, the present paper seeks to show how the patient-centered approach to therapeutic interviews demonstrates the way experts let patients reveal their thoughts related to the problems presented in the interview. Patientcentred communication means that the focus of interaction is on the client. In this model the helper is encouraged to communicate empathy, congruence and positive regard towards the patient. Patient-centered communication is an organising power in the psychological and pragmatic aspects of therapeutic discourse. In addition to this, the paper examines the sequential organisation of medical dialogues comprising typical speech acts: questions, answers and assessments (reactives). The pragmatic analysis of the speech acts will show the behaviour underlying the participants' intentions in a given situation. Many papers have dealt with the power inequalities of the participants in a medical context (Parsons, 1951; Foucault, 1979; Fisher and Todd, 1983; Mishler, 1984; Waitzkin, 1989; Schiffrin, 2008) . The present paper emphasises that the professional not only plays a dominant role in the conversation but provides supportive information towards the patient as well. Therefore, it should be recognised that less attention has been devoted to revealing certain linguistic peculiarities of supportive communication between professionals and clients in therapy than is merited. The present paper intends to overcome these shortcomings by demonstrating how particular speech acts are used for the feedback of the speaker to show confirmation, support and understanding towards the other party within patientcentred therapeutic communication. The investigation of the association between the reactives of doctors and patients has not been reported previously. This study aims to build on existing research by characterising the assessment types of the doctor showing empathy and the reactives of both parties in the doctor-patient therapeutic consultation to present the different attitudes of the participants.
Interdisciplinary aspects of clinical discourse analysis
Scholars from various fields of science regard clinical encounters as communication events and also consider important a commitment to careful description and analysis of linguistic data and a concern to explore human behaviour in the clinical context. The beginning of the inquiry into clinical interaction originates from a fundamental project, The Natural History of the Interview (NHI). The NHI (McQuown, 1971) (Labov and Fanshel, 1977) occurred.
Nowadays, researchers use methods that range from the analysis of institutional talk (Drew and Heritage, 1992) to interaction analysis used to show dominance in human relationships (Foucault, 1969; Mishler, 1986) . The purpose of the interdisciplinary work between linguists and clinicians is to invigorate collaborations between communication-based experts and medical practitioners.
Researchers working collaboratively are constructing a "basic science of listening-and-talking" (Percy, 1987, p.159) . Discourse-based investigations seem to be fruitful approaches to clinical interactions. Discourse and conversation analysts focus on the naturally occurring talk and the use of recording of language data to obtain details in interaction that would be impossible any other way. The results of the research may be shared with other medical professionals in order to enhance understanding in a clinical situation that may lead to better therapy. The explanation for the importance of linguistic research in the clinical field is that it combines research work, linguistics and medicine. On the one hand, clinicians can learn more about patients' attitudes, intentions and behaviour. On the other hand, clinical encounters are excellent opportunities for discourse analysts to provide a detailed description of a life event.
Method
According to Wodak and Meyer (2008) , Critical Discourse Analysis regards language as a social practice and also considers the context of language use to be required. Critical Discourse Analysis understands discourses as forms of language in organising social life. Power seems to be a central concept for Critical Discourse Analysis researchers; thus, Critical Discourse Analysis focuses on the ways discourse produces social inequalities and domination. In other words, Wodak (2008, p.10) suggests that "Critical Discourse Analysis aims to investigate critically social inequality as it is expressed, constituted, legitimized, and so on, by language use (or in discourse)." Critical Discourse Analysis supports the need for interdisciplinary work to show how language works in organising institutions and in exercising power, in different fields of society. The Sociocognitive Approach is on the sociopsychological side of Critical Discourse Analysis and serves a sound basis for further study (ibid., p.26) . The Sociocognitive Approach draws on the social representation theory (Moscovici, 2000) . Moscovici refers to the notion above as a bulk of opinions, attitudes and evaluations that originate from everyday life and are maintained by communication. Thus, social representations form an essential part of the individual's social identity. These representations such as knowledge, attitudes and ideologies direct the pragmatic part of the discourse. Therefore, the Sociocognitive Approach uses the following local meanings as linguistic markers in the study: implicit meanings such as presuppositions and implicatures, speech acts, turn-takings, and word order (Wodak and Meyer, 2008) . The present paper investigates speech acts and the sequential organisation of a doctor-patient dialogue to show how clinicians' social position is used for expressing empathy in the healthcare context.
Medical interview as a form of institutional discourse
Medical interviews are a part of institutional discourse characterised by the members' roles in the speech events in which they participate. For the purpose of this study, the following definition can be adopted by Thornborrow (2002, p.5): "[...] institutional discourse can perhaps be best described as a form of interaction in which the relationship between the participants' current institutional role and their current discursive role emerges as a local phenomenon which shapes the organisation and trajectory of the talk." All types of institutional discourse share common features such as dialogical arrangement of talk, asymmetrical power distribution, specially organised talk and technical vocabulary which makes the discourse relevant to the work activities in which people are engaged (Shuy, 1983 Conducting therapeutic interviews can be accomplished in two major ways: in directive and non-directive approaches. In directive interviews, the interviewer controls the patient, prescribes therapy and tries to solve problems, while in non-directive interviews the interviewee has most of the role the professional has in the directive approach apart from factual decision-making. Both approaches have advantages and disadvantages from the point of view of the outcome of therapy, patient satisfaction and compliance. The former approach makes full use of the professional's expertise, provides concrete information on problems and focuses on the patient's problem, which usually takes a short period of time. The latter approach is a patient-centred method where the patients are encouraged to express their own thoughts and feelings freely and, on the other hand, define and resolve problems. Patients are thus involved in the treatment and decision-making processes, and therefore can recognise that they are able to change their own lives. The major criticism raised against the non-directive interview lies in the fact that it requires a large amount of time, which is a rare phenomenon in healthcare.
Nevertheless, non-directive interviews provide careful listening, confirmation of patients' thoughts and feelings, empathy and possibility of selfdisclosure, which form the base of effective interviewing. Another important issue in achieving efficacy in healthcare interviews is the use of phases in the interview process. According to Byrne and Long (1976) , the healthcare or medical interview consists of six main phases: initiation, exploration, examination, diagnosis, discussion of further treatment and termination. The initiation phase includes establishing a therapeutic climate, clarifying the purpose of the meeting and formulating a contract between the professional and the patient. In the exploration phase the doctor identifies problems, manages feelings and develops the cooperating skills of the patient. The doctor then conducts a physical examination and diagnoses the problem. The doctor and patient detail further treatment. The termination phase is no less important than any of the former ones, because professionals summarise and repeat issues and discuss plans for future follow-up, which are necessary for the therapeutic process. Several communicative errors may occur if any of the above factors are omitted from the three phases.
Interview phases in a therapeutic interview
According to Stuart and Sundeen (1995) , therapeutic medical interviews consist of only four phases: (1) The preparation phase involves planning for the first meeting with the client; (2) in the initiation phase the professional clarifies the purpose of the meeting; (3) the exploration phase is often called the working phase during which the clinician analyses and works on the client's problems; (4) the termination is characterised by summarising issues and expressing feelings about termination. Todd's taxonomy on speech acts (1983) in a clinical context provides a comprehensive view on doctor-patient communication. According to this classification, speech acts comprise statements, questions, answers, directives and reactives. As the therapeutic interview involves questions, answers, directives and reactives to the greatest degree, the linguistic peculiarities of these speech acts can be examined. The excerpts of the analysis come from a kidney transplant patient at the Medical University of South Carolina. The excerpt involves 1 456 words (n=6 779) i.e. 4 pages. The transcript is also available on MUSC Health Video Podcasts*. A 41-year-old patient has received a kidney from his brother after years of dealing with proteinuria, end stage renal disease and dialysis. In this interview the patient describes his experience undergoing dialysis, the kidney transplant procedure and recovery. He also explains why transplant patients take immunosuppressant drugs. The corpus to be analysed has its weak and strong points. Despite its relative briefness, this single interview offers an insight into a discourse genre (therapeutic doctor-patient consultation) whose accessibility is rather difficult for the lay public. MUSC Health Video Podcasts provide both transcript and MP3/video playback facilities. In this way, not only the paralinguistic but also the nonverbal linguistic features of communication can be observed. This factor may provide an advantage for researchers in being able to study linguistic corpora in a holistic way. As compared to the MUSC Health Video Podcasts, the British National Corpus offers samples of only general practice consultations without video access (Cerny, 2011) . The purpose of the analysis is to examine speech acts in the different phases of the interview. The preparation phase is not included in the excerpt.
Initiation
This phase aims to foster trust and understanding towards the patient by creating a non-threatening climate for the professional-patient relationship. The doctor uses a directive to make the patient speak about his problem, reduce his anxiety about the new situation, and clarify the purpose of the interview. Using a directive shows the doctor's interest towards the patient and gives the patient the freedom to express their own thoughts and feelings.
( Questions and directives used by the doctor have the sole purpose of making the patient express their feelings in the situation. Therapeutic interviews can be divided into two groups: directive and non-directive. These different approaches to interviewing involve different linguistic peculiarities in the interaction between doctors and patients. The sequential organisation of the nondirective, therapeutic interview demonstrates the peculiar attitudes and language use of the speakers. The analysed interview shows the characteristics of the patient-centred questioning techniques of the clinician, who provides an opportunity for the client to speak freely. Mishler (1984) Any other difference from this sequence of talk may result in the fragmentation of the conversation. Mishler (1984, p.192 ) considers the unremarkable interview as less humane and effective as compared to another doctor-patient interaction called the "problem interview." Problems of the patient are associated with the therapeutic part of the interview, when talk on treatment may lead to behaviour change in the patient. In "problem interviews" the patient tries to emphasise his or her own values, worldview or personality or uttering the "voice of the lifeworld" as Mishler formulated it. The perspective of the patient as surplus content may occur in the sequences of the doctor-patient talk. This attitude of the patient may enhance sequences, thus the professional can get to the conclusion of the talk by establishing greater discourse units. This kind of discourse displays a less directed but more fragmented character than the "unremarkable interview" type. The present interview phase displays the features of fragmentation as well. (5 
The sequential organisation of a therapeutic dialogue

Empathy
The definition of what the famous therapist Carl Rogers (1995) calls empathy seems to give insight into this idea. The idea of empathy offered by him is a psychological process that involves entering into another person's world without prejudice and accepting him or her as fully as possible. Applying empathy and empathic skills plays an essential role in the cooperation between clients and experts. On the one hand, Buda (2006) claims empathy is the ability to understand another individual; on the other, it is also a means of establishing a connection between clients and professionals. Tringer (2007) states that empathic behaviour features not only a reflecting but also verbalising perspective. Verbalising shows the active efforts of the therapist to express the cognitive and affective entities understood in patients. The success of the interaction depends on verbalisation or communication to a great extent. The main difference between empathic and explorative communications lies in the mode of interviewing. While the latter communication is manifested in questioning, the former one rarely uses direct information gathering. Paraphrasing, repetition, interpretation, confirmation are all those psychological-communicative techniques which may contribute to effective therapeutic behaviour towards patients. According to Tringer (2007) , empathic communication technique may contribute to a better understanding of the patient and to establishing a trustworthy atmosphere in which he or she can communicate freely. Rogers (1995) emphasises that a therapist should express empathy, positive regard and congruence (genuineness) toward a patient to improve his or her state. These factors, known as therapeutic conditions, must cause openness in patients who, on the one hand, can communicate more freely, and on the other hand such a supportive atmosphere may contribute to resolving conflict and, to some degree, the recovery of the patient. The theoretical framework of comforting strategies derives from constructivism, an approach based on the idea that the structure of behaviour reflects the structure of thought. Comforting messages are characterised as interpersonal constructs through which participants evaluate, interpret and emotionally influence the thoughts and behaviour of each other.
Confirmation
Confirmation refers to the verbalisation aspect of the therapist's empathic attitude to affect and alter the self-image of the client in a positive way (Tringer, 2007) . Although confirmation seems to be an essential communication variable from the client's perspective, in healthcare settings a limited amount of research deals with the issue. Among them, Grant and Rosenfeld (2000) argue that confirmation can be associated with satisfactory interaction between professionals and clients, and consequently that confirmation is important in the selfassurance of patients. Satisfactory interaction emphasises the positive side of communication, which may represent supportive behaviour to patients. Supportive behaviour provides emotional help for people in need, including listening and showing concern. The latter two aspects are revealed in supportive messages that can offer encouragement, acceptance and reassurance for people. Emotional support cannot be divided from informational support, which may enable patients to reexamine their courses of action. Confirming and disconfirming responses were initiated by Sieburg (in: Northouse, 1998) .
The former part includes acknowledgement, agreement, supportive responses, clarification and positive feelings. On the other hand, the latter part contains irrelevance, impersonal and incoherent responses, or interruption. While confirming responses reduce the feelings of separation, fear, and abandonment, disconfirming responses make persons value themselves as an object.
Taking the systems perspective into consideration, confirmation seems to function as a feedback mechanism in the interaction of professional and client. After the findings of Garvin and Kennedy (1986) it can be stated that confirming and disconfirming responses are reciprocal in the communicative process (Northouse, 1998) . Health professionals who feel confirmed possess the emotional strength to then project it towards clients, whom they treat as unique human beings. As a result, clients are more likely to express their feelings freely and show self-disclosure towards their therapists. In order to strengthen client health the professional confirms his or her answers by supporting messages. The chain of reactions can continue until the client confirms to the professional the success of the emotional and informational transfer. From the point of view of pragmatics, confirming responses may take the form of assessments as speech acts in doctor-patient dialogues.
Structure and functions of speech acts in the therapeutic interview
Elaborating on the features of doctor-patient dialogues further on, Coulthard (1977) and Mishler (1984) emphasise the three-part structure in institutional conversation. On the one hand, Mishler considers this structure in the form of question, answer, assessment; Todd (1983, p.165) views the sequence as question, answer and reactive. In therapeutic interviews, both sequential sets play an important role in discourse. According to Denning (2004) assessments are evaluations, judgments, or opinions about the world. In clinical settings assessments are developed via confirmative feedbacks, such as acknowledgement, supportive responses, clarification and positive feelings that show empathy towards the patient. Backchannel responses fall into three categories: non-lexical, phrasal, and substantive reactives (Young and Lee, 2004) . Functionally, reactives can be assessments as well, but they are primarily phatic expressions, serving meta-communicational purposes in conversation. Reactives as nonlexical backchannels are used to demonstrate the listener's attention (Cerny, 2009 ). This analysis intends to demonstrate that assessments are between answers and reactives as speech acts. While answers give a substantive response to a question, assessments provide positive emotional reflection to the respondent's utterance. 
Conclusion
The present analysis has its limitations, which mainly include the fact that there is only one text in the corpora and that the paper focuses on a singular text genre (therapeutic interview). Despite these limitations, the outcomes of the study seem to suggest that the threephased structure, sequential organisation and functions of the speech acts in a therapeutic interview can be considered a universal phenomenon in the field of medicine (Byrne and Long, 1977; Mishler, 1984; Northouse, 1998; Cerny, 2009 ). The analysis concerning the phases of the interview reveals that the purpose of the expert is to reduce the patient's anxiety, assist the patient in expressing feelings freely, discuss issues related to the illness, and provide support in each phase. This purpose is realised by the use of the speech acts in the dialogues. The use of open questions and a directive by the doctor makes the patient reveal problems and express their feelings in connection with the illness. In the termination phase, closed questions are not only used for information gathering or limiting the patient's control over their thoughts, but for showing empathy by the professional as well. The sequential organisation demonstrates the characteristic features of the "problem interview." Here, the patient's sequences are longer than the doctor's ones, displaying the characteristics of patient-centred communication. The purpose of this interview type is to present the patient's own thoughts and feelings. In this way, the patient-centred method of interviewing has been achieved by establishing greater discourse units. To sum up, doctor-patient dialogues have a three-part speech-act structure: question, answer, assessment. On the grounds of the results it can be concluded that assessments have two types in medical interaction: confirmative responses and reactives. Assessments as confirmative responses have several functions, such as providing acknowledgement, support, clarification and positive feelings. Reactives as vocalised sounds may show the attention of the listener. In the case of a doctor, reactives demonstrate empathy towards the patient, but the patient's use of reactives expresses only attention.
